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always heal in three weeks or less if the patient will remain in bed,
replace the cervix whenever it comes down, and douche twice daily,
once with boric acid and once with alum, using one teaspoonful to the
pint of warm water.
Preparation for operation
The vagina should be douched with an antiseptic lotion the day before
the operation and the rectum emptied by an enema on the morning of
the operation. When the patient is on the table the vagina and vulva
should be swabbed with 70 per cent alcohol and 2-5 per cent solution of
iodine in alcohol.
Technique
The patient is placed on the table in the lithotomy position, the vulva
shaved, and this and the vagina are thoroughly cleansed with surgical spirit
and solution of iodine. The cervix is then, grasped with the volsellurn and
the canal dilated. Dilatation is necessary, as at a later stage sutures have to
be inserted through the cervical niucosa. I always curette the uterus, to make
quite sure that there is nothing abnormal in its interior.
The shortest and clearest method of description is to follow the illustrations.
Fig. 36, a shows the method of stitching back the iabia minora. A sterile towel
with an opening somewhat larger than the vulva is placed over the patient,
a weighted speculum inserted into the vagina, and a stitch inserted through
the towel and subjacent skin of the buttock and then through the labium
minus. When this is done on both sides, the Iabia are drawn well away from
the vagina and so give a good view of the field of operation and present a
smooth surface which is more easily sterilized. This illustration shows the left
labium minus stitched to the buttock.
Fig. 36, b shows both Iabia minora stitched outwards. The cervix is grasped
with a volsellum, pulled downward as far as possible and dilated, and the
uterus curetted. A pair of Spencer Wells forceps grasps the vaginal rnucosa
on each side of the cervix, as far apart as it is judged necessary to make the
base of the denuded area. This is a matter of experience and can only be
judged correctly with practice. A triangular area is then marked out with the
scalpel with its base near the cervix and its apex below the urethra, but the
sides of the triangle are not quite straight as it is necessary to have the denuded
area a little wider in the centre of the vagina than at the base. In a complete
procidentia it is possible to mark out the whole triangle before separating
any of the niucosa, but in cases of partial prolapse it is best first to mark
out the lower portion and dissect this from the subjacent tissues; daring this
process the folds in the remaining portion of the vagina are smoothed out,
and the outline of the triangle can "be more easily completed. In practice, the
base of the triangle is usually made somewhat wider than in this drawing.
Pig. 36, c shows the dissection of the vaginal mucosa from below upward. In
a case of complete procidentia it is possible to begin the dissection from
the urethra downwards, but in cases of partial prolapse it is much easier to
begin at the base of the triangle near the cervix, and so I prefer to make this
a routine practice in all cases.
Fig. 36, d shows the triangular area denuded of mucous membrane. The few
fibres of muscle and connective tissue which fix the bladder to the cervix have
been cut and this organ has been dissected up from the cervix. This exposes